Technological developments in recent years have brought about a rapid increase in the number and variety of organ transplants, leading to problems in finding enough organs to meet the need. Organ transplantation has also become a particularly significant issue in medical ethics, especially regarding the question of how and from whom organs are procured. Many methods have been tried in order to solve these problems and discussed from an ethical perspective. This study investigates the Spanish, Belgian and Iranian approaches to solving the organ procurement problem. The Spanish model, which is based on persuading patients and their relatives, is ethically less problematic and is also an improved version of the model applied in Turkey. This study argues that an ideal solution can be found without disregarding ethical rules. In particular, nurses can contribute by helping to run the system more efficiently. The principal aim of this article is to demonstrate the contribution of nurses to solving the current organ procurement problem in Turkey and offer some reflections on what can be done to improve the efficiency of the system.
Organ transplantation, which previously was limited to only a small range of organs, has now become more diversified, as the above examples suggest. As a result, the need for organs has become more pressing, while at the same time the long-standing organ procurement problem has taken on added importance in terms of both organ variety and response times.
The significant gap between the number of organs and tissues needed and those obtained is still an important problem to resolve. Organ transplantation is a major medical ethics issue and it is imperative to solve this difficulty in accordance with the fundamental principles of ethics, which is why medical ethics must be involved in the application and recommendation of ways to approach this as a moral expectation. Every unsolved medical problem causes suffering, of which the greatest is death.
World-wide, many different systems are in place for tackling the organ procurement issue. In this article, we examine three specific models that we believe can move the discussion to a more advanced level. Two of these, the Spanish and Belgian models, involve taking organs and tissues from dead persons, while the Iranian model is based on removing organs and tissues from living people. We consider it appropriate to introduce these models briefly because these examples provide important reference points for the upcoming debate in Turkey.
The Spanish model
With its innovative model, Spain has achieved the highest organ donation rate in the world, having had one of the lowest for a long time. Because the organ donation rate was constantly falling, the Spanish Transplant Organization (Organización Nacional de Trasplantes) was founded in 1989. According to its philosophy, organ donation problems do not result from a lack of appropriate donors but from the difficulties in finding potential donors and obtaining their consent. The new system primarily aims at identifying potential donors in intensive care units and reporting immediately after brain death occurs. In this way, families are offered the option of donation in every brain death case.
The system is based on teams of organ transplant co-ordinators who are specially trained in the organ donation process. It is important that the teams consist of reliable professionals who are good at process management and building strong relationships with families prior to a request for donation. Another important point is choosing the right time for any organ request. The teams inform families that death has occurred and then try to make organ donation requests in the most appropriate way possible.
The rate of organ donation refusal in Spain has recently fallen to 21.5%. The co-ordinators claim that problems do not arise only from a lack of donors; rather, they report that the real failure results from the inability to convert potential donations into actual donations. By focusing on this issue, they have succeeded in decreasing the refusal rate. 5 The Spanish model is an example of the success that can be achieved with better organization and a humanistic approach to organ donation. It may be said that Spain has adopted a method similar to the modern marketing and psychological persuasion methods used in commerce. It has proved that people who are willing to solve problems can be successful by working together in a determined and organized way. The system applied in Spain is based on the personal persuasive skills of medical staff in convincing the relatives of potential donors.
The Belgian model
According to the 'presumed consent law' in operation in Belgium, volunteer donors are given priority. People complete donation forms in centres located in the cities, and their data are sent to the national records centre. Only members of the transplant teams then have access to these data. When people give their consent to donation by completing a form, organs can be removed after their death, even if the family objects. If deceased people have not completed a donation form during their lifetime, they are presumed to be an organ donation volunteer and the consent of their family is not required. However, organs cannot be taken if a deceased person's family clearly objects. There is, however, no legal obligation to inform the family about the donation. 6 As a result of this law, 98% of the Belgian population are potential organ donors. Some people defend this model by stating that organ and tissue donation is a debt every citizen owes to their country, just as military service. 7 It is a considerable success of the system that almost all Belgian citizens are organ donors. However, since people who do not express any preference in their lifetime may well have opposed organ donation, this system is somewhat incompatible with the medical ethics principle of autonomy and individuals' right to decide about their own body.
The Iranian model
The most striking feature of the Iranian model is that donors receive a payment, which is in contradiction to the current approach in many countries. It is claimed that there are now no waiting lists for kidneys in Iran because of the provisions included in the 1998 law dealing with organ donations from living and unrelated people. 8 The issue of rewarding or paying donors is one that has not yet been adequately discussed. The idea of 'rewarded gifting' emerged in the 1990s, according to which, organs cannot be sold but donors can be rewarded for donation. Such thinkers as Robert Veatch interpret the expression 'rewarded gifting' as a clear contradiction in terms and are opposed to the idea it expresses. They indicate that giving someone money in return for an organ cannot be a 'reward', it being nothing but a payment. 9 Yet, however much this is merely playing with words, it is a fact that some people have regarded paying a price as a solution to their desperate health situation, and others have probably tried to circumvent the ethical problems involved in accepting compensation by using what may appear as sophistry. There are some ideas that are worthy of discussion. One of these postulates that paying donors for their organs is not the same thing as buying something with a price tag on it. Rather, it is an acknowledgement and appreciation of their self-sacrifice in an effort to help somebody else by giving time from their social and professional life and incurring the risk of lasting damage to their own health.
The amount of a reward deemed appropriate may differ from society to society. The difference between 'an appropriate cost' and 'a seductive amount' must be established. It is quite hard to draw the line that demarcates the one from the other. It is not ethical to offer helpless people large amounts that they cannot turn down.
What appears positive about the Iranian model is its success in obtaining organs. In this way, a large number of people avoid the risk of premature death as a result of organ scarcity. Nevertheless, the major weaknesses of the system are the lack of criteria in determining the right cost.
Overview of donation models outside of Turkey
Of the above three models developed to fight the organ procurement problem, the Spanish model can be considered as the one that is ethically less problematic. As has already been noted, the other two approaches (in Belgium and Iran) involve some important ethical problems. It therefore seems preferable to reflect on the implementation of the Spanish model, which we accept as the most appropriate one from the perspective of medical ethics. The Spanish method is to persuade and sensitize society about organ donation and to optimize the abilities and skills of those responsible for implementing the process. Considering the fact that this model is based on personal intervention and is similar to the one existing in Turkey, it can be seen that nurses play an important role in the productivity of the system. It is well known that nurses have a substantial responsibility in co-ordinating organ transplants in the USA. 10 Similarly, the system of organ transplant co-ordination in the UK is run solely by nurses. The organizational skills and competence of graduate nurses in managing donors and their relatives, the current shortage of doctors and the cost-effectiveness of employing nurses for organ transplant co-ordination create the rationale behind the approach in the UK. 11 In Spain, where the system is widely regarded as exemplary, it is not individual co-ordinators but co-ordination teams that assume this role. Intensive care specialists and nurses collaborate with one another as team members. 12 The Turkish model
The law on removing, retaining, and transplanting organs and tissues enacted in 1979 governs all aspects of organ transplantation in Turkey. Mentally competent people aged 18 and over can donate organs to any person on declaring in writing before two witnesses that they will donate voluntarily. In order to remove organs from a person diagnosed as brain dead, written permission has to be received from relatives. 13 Some regulations and guidelines complementing the law are now also in force. The National Coordination System works in accordance with the regulation on the co-ordination of organ and tissue transplants that was given ministerial approval on 28 May 2008. 14 In this model, which is similar to the one in Spain, the national and local co-ordination centres collaborate with hospital co-ordinators. All cadaveric donors are reported by the hospital co-ordinators to the local co-ordination centres, then the national coordination centre is informed and organs are allocated centrally. This system divides Turkey into nine regions according to their geographical proximity.
For kidney allocation, a scoring system is used based on such factors as blood and tissue compatibility, age and duration of dialysis. When a cadaveric kidney becomes available it is sent to the hospital caring for the patient with the highest score among all those whose information has previously been logged into the system by the transplant centres. 14 The cadaveric donor problem is still important in Turkey. Nearly 5000 people a year are started on dialysis after being diagnosed with chronic renal failure. 15 Thousands of new patients are added to the transplant list every year, while those who have already been waiting cannot find any organs. By the end of 2007, 5923 reported transplants had been carried out since 1975; 40,309 were on haemodialysis and 6370 were undergoing peritoneal dialysis. 15 It is clear that a new approach is required to overcome this problem.
Nurses' role in the Turkish model and possible solutions to the donor organ shortfall
In Turkey, efforts to boost organ donation by educating the population are producing relatively good results.
In the system used in our country, which has been perfected in Spain, the role of nurses is crucial in convincing people to volunteer as donors. A degree of intimacy between nurses and patients and their relatives can be considered an advantage in Turkey. Table 1 was prepared using data from the annual list of the Istanbul Provincial Directorate of Health on hospitals, brain death cases and donor numbers. The professional background of organ transplant coordinators was determined and the hospitals were classified as those working with: a doctor co-ordinator only, a nurse co-ordinator only, two or more doctor and nurse co-ordinators, a biologist co-ordinator, or someone from a different discipline. The 'unknown' column is allocated for feedback on brain death and donor numbers provided by hospitals having no dedicated co-ordinator of their own. When these hospitals are planning transplants, the co-ordinators of other hospitals are assigned to this work, but, at the end of each year, the lists sent to co-ordinators do not include any information about which co-ordinators were assigned to which hospitals when transplants were requested. Table 1 , during 2007-2009 the numbers of brain death cases and donors were significantly higher in the hospitals employing nurse co-ordinators. The significant increase in reported brain death cases is particularly important. Although the numbers of recorded brain deaths and donors were at a minimum prior to 2007, the employment of nurses as co-ordinators reversed this trend. In the light of this information, Table  2 shows that the brain death notifications and donor numbers in Istanbul since 2001 not only reveal a problem but also give some clues towards a solution.
As shown in
As Table 2 shows, between 2001 and 2004 the numbers of brain death notifications and donors were almost equal. It could be assumed that brain death reports and notifications were made only for those who had agreed to be donors. However, it is a legal obligation to report every brain death regardless of whether the deceased was a donor or not. If nurses, as the health care professionals closest to patients, were made responsible for this procedure, every case of brain death should be reported. In addition, nurses could have a role beyond merely that of reporting. They could ask the families and relatives of potential donors for their opinions about organ donation. They could inform people and even persuade them to consent. Rather than relying on brief verbal exchanges between doctors and patients and their relatives, nurses could be more successful negotiators owing to their regular one-to-one communication with all concerned.
Families may or may not agree to their relatives being donors. However, brain death cases must be diagnosed in every situation and families should be given the option to donate their relatives' organs. Without considering the socioeconomic status, educational level and faith of any given family, every situation must be explained by nurses and family members have to be asked if they are willing to donate organs. Nurses need to be free from bias and from attitudes such as: 'They are pious people who would never consent to donate organs' or, 'How on earth can these people know about brain death?' They must always try to raise awareness through their explanations. As already noted, Table 2 suggests that brain death was not diagnosed except for those patients who planned to donate their organs anyway. Otherwise we would expect to see a difference between the numbers of donors and brain death cases. With the aim of harvesting more organs in mind, it would be encouraging to see that nurses who report every brain death and make the above-mentioned efforts with patients' relatives could alleviate this situation.
Some changes that began to occur during 2006 demonstrated the effects of even a minor role played by nurses in the process of organ donation. In the second half of that year, the Ministry of Health and private hospitals began to employ organ donation co-ordinators, and the first results were obtained in 2007. Brain death notifications and donor numbers increased more than fivefold and threefold, respectively. The coordinators made visits to intensive care units, built strong relationships with the staff, informed the public and health workers about the importance of organ donation, and thereby helped institutions achieve these much improved results in a very short time.
Similarly, while the number of organ donation volunteers in Istanbul was 2854 in 2006, this increased to 32,669 in 2007 and 40,672 in 2008. 16 The total for the whole of Turkey was 57,085 in 2007. The Istanbul Provincial Directorate of Health aimed to identify 50,000 organ donation volunteers by the end of 2009 (the actual number reached was 26,783). 16 The contribution of the private hospitals and the co-ordinators employed by the Ministry is notable in these results, and it should not be ignored that nurses are the largest group among the organ donation co-ordinators appointed in the hospitals of Istanbul and the rest of Turkey.
In Table 3 , it is particularly encouraging to note that a small group of 21 nurses in 2008 and 34 in 2009 could bring about a most noticeable effect in a short time in a metropolitan city such as Istanbul, which has a population of over 12 million. 17 If the performance of that small group of selected co-ordinators became the daily routine for many more nurses, greater success would be achieved all over the country. It may also be said that nurses are eager to work as co-ordinators. It is easier for them to focus on their work in this area because they are more independent than they would be in clinical fields.
Other attempts to boost organ donation have been made in Turkey. Thanks to educational activities and stalls set up in shopping centres, schools and hospitals, a significant increase in the number of organ donations has been observed. It can be assumed that these temporary efforts could be made permanent through special offices established in hospitals. It would be possible to employ nurses for this duty and allow them to work in shifts just as they do for general hospital duties. In this way, the awareness of patients and their relatives could be raised. Moreover, information about organ donation could be processed in these offices, thereby relieving the burden on the state and accelerating the process.
Nurses would work in these donation offices. Imposing this as an extra duty would be contrary to professional ethics and the laws governing working hours. Hence, volunteers would be needed. Nurses could be expected to be such volunteers. However, it should be indicated that such an expectation from nurses may provoke new disputes because taking on extra work and making sacrifices to meet the needs and demands of patients is already almost routine for nurses. One nurse is quoted as saying:
Nursing is a profession that requires awareness, empathy and devotion. If these are all in your nature, you can fulfil your potential faster and more easily. Even if night duty sometimes exhausts you in your youth, the satisfaction you feel and the people you see praying for you give you more energy than sleep would do and give you the chance to improve yourself faster. Things can be different of course. It pains me when I see people in the medical world who are full of misconceptions, who are desensitized, indifferent, and jaded, and who have lost the feeling of empathy. 18 These are the sort of words we can hear from many nurses. They tell us of their love for their profession, and their sense of responsibility and decency that underlies the way they perform their duties. Even if nurses are willing to volunteer, other incentives could be made (such as paying them extra money) to encourage them further. Instead of determining only the number of donors recruited as the main criterion, it would be appropriate to devise a payment scheme proportional to the hours nurses actively spend in donation offices on informing and persuading patients' relatives and keeping track of and reporting transplants. This is not the first time payment has been mentioned in the context of organ donation. We should remember the concept of financial reward in the Iranian model, in which recipients pay donors via an agent in return for their sacrifice. Paying nurses in a system like the one we offer would be more ethical and healthier than the materialistic approach of the Iranian model. No matter who the agent is, it is clear that money given in return for organs can whet some people's appetite even by its presence alone. Procuring organs from people who have undergone cerebral death and rewarding only agents who work in a self-sacrificing way can put an end to these arguments. Furthermore, another aspect of the Iranian model is that it is individualistic and far from being systematic. It seems to serve only those who can afford to reward people for their organs and it leaves donors face to face with the seductive potential of the system. In the model we propose, however, the materialistic dimension concerns the money that people awaiting organs are already prepared to give and also the donations of related or unrelated people. Similar to those established for children with leukaemia and women in sheltered accommodation, funding campaigns could be started for patients who need organ donations and transplants. With the money raised, extra payments could be given to volunteer nurses, and the expenses of the donation offices and even some of the operational costs could be met. In this way, the financial burden would not be on the shoulders of the state. Patients' relatives, hospital visitors and others could donate as much money as they wish to the offices, either via a bank account or by other means.
Durable institutions and units provide durable solutions. Self-sacrifice should be evaluated fairly and money should be used ethically and not be subject to suspicion. Nurses would undoubtedly obtain deep spiritual satisfaction if they worked in this way.
Donation offices opened in main hospitals could replace the state archives and hold all the information about patients, donors, operations, doctors and financial transactions. In case of suspicion of financial abuse or when the medical history of a patient is needed for any reason, reports produced by these offices could be used as evidence. Moreover, the documentation could be regularly transmitted to the Ministry of Health. In this way, the state would have the functions of legislation and monitoring only. The executive functions would be carried out by the donation offices, which would accelerate the transplantation process and would in a sense be privatized. The roles that nurses would play could help the readiness for organ transplantation to spread among much larger population groups. Although these considerations pertain in Turkey, such a model promises to be a solution for other countries that have problems with organ transplantation.
Besides rewarding nurses, the system could also be encouraging to hospitals. Those that successfully serve a large number of patients in need of organs could be praised and honoured by the state. The importance of a system that makes effective use of the work and efforts of nurses should always be emphasized.
The role of nurses working in other hospital departments is also important. In the context of organ donation, nursing is carried out in many ways, starting from the moment when potential donors are admitted to the emergency room until they are reported to have suffered brain death after undergoing intensive care. When they are asked for permission for their relative to be an organ donor should they suffer brain death, family members are more understanding if they believe that the medical staff did their best to ensure their loved one's survival. It is very important that medical staff, who take part in all the processes after a potential donor enters hospital, and nurses, who are the health professionals in the closest contact with patients and their relatives, are especially informed about the issues in question. 19 Nurses may be unaware of organ donation issues, just as some patients and their relatives are. Unfortunately, studies show that nurses in our country are lacking in the knowledge of the aforementioned issues. When groups of health professionals taking part in a study were asked the question: 'Do you think brain death is death in a real sense?' the highest percentage who gave the answer 'no' were nurses (40%). 20 In another study, carried out in Spain with nurses who work in hospitals where organ transplants are carried out, their attitudes towards organ donation were investigated. The results highlighted the similarity between the attitudes of nurses and those of other sectors of society to organ donation. It also indicated that the attitudes of nurses, being health professionals who work in hospitals, can shape the decisions of other people regarding donation. Thus it is important for nurses to undertake foundational work on organ donation. 21 In another study, nurses were asked a range of questions about organ donation. The findings showed that the frequency of their own willingness to be recorded as potential donors was low. One important finding was that all the participant nurses who had undergone a two-year degree course agreed with the statement that there existed a contradiction between Islam and organ donation. 22 Although religion and ethics sometimes go hand in hand, they may sometimes be far from parallel. There may be times when they do not complement each other and when they are interpreted in different ways because they are mostly subjective. What is right can be different from one profession, religion or society to another. We should never forget that nurses are not angels who dedicate themselves to patients but a part of society. Their length of service and experience does not isolate them from the society they live in and the faiths they were born into. As is the case with every profession, nurses may have moments when professional ethics are confused with the norms of public morality. Nurses are human beings, and therefore they may sometimes act emotionally or indecisively. They may question what is right and wrong. As some patients and their relatives, nurses may need to be informed about organ donation and even about some quite simple medical issues. This can be achieved by training programmes, comprehensive study and good communication, which would remind them about medical necessities and realities. What needs to be remembered in the first place is that nurses are not merely caretakers or doctors' assistants and that they need to have heightened awareness of their roles as professionals, who, as well as acting as co-ordinators, have taken part in many pioneering projects.
Conclusion
The closer communication that nurses maintain with patients and their relatives heightens their crucial role in co-ordinating existential affairs. In many countries, the procedures for listing patients waiting for organs and for procuring and distributing them are not organized to the desired level. The essential aim of all discussion about health is to provide cure for patients in secure hands. It would be possible, with the assistance and intervention of nurses, to build a system in which patients are cured securely, abuse is prevented, people are treated fairly and patient psychology is considered.
Nurses, who spend the most time with patients, play a major role in raising and spreading awareness about organ donation. This is attested by studies and observations of attempts to boost donation rates. Besides deciding whether, after brain death, patients are eligible for organ donation, nurses can persuade the relatives of these patients to allow this. With their wealth of medical experience built up over the years, volunteer nurses can do much more to raise awareness and access to the public in this area than ordinary volunteers from the wider community. In a new system centred on nurses, the contribution to be made towards this aim would not only remind them of the importance and value of their profession, it would also ensure a more balanced, informative and successful process for all potential organ donors, recipients and their relatives.
